Editorial: The Internet, Quality, and the Physician as Healer Recently, a reader of a newspaper advice-giving column wrote this: &dquo;I continue to be told that I've got to learn how to use the Internet. But I'm 66 years old! Don't you think at my age, I can safely ignore this whole business of E-mail, web sites, and the like?&dquo; The reply was a model of succinctness. &dquo;Only if you don't plan to live to be 70!&dquo; The columnist then went on to describe the rapidly increasing rates at which electronic communication and dissemination of information, and access to it are expanding. She advised any of us who want to be in the business of being alive five years from now to recognize how quickly these relatively new technologies are pervading every aspect of our lives, and how important it is for us all to find the ways to &dquo;climb on board.&dquo;
For those whose professional lives focus on clinical quality improvement, some obvious implications come readily to mind. The availability of the health care literature; the opportunity to query multiple sources of data, and the opportunities to share our outcomes and process improvement experience and results are just a few from a long list. But there is another phenomenon which may be a bit more subtle in its implications but with enormous potential to contribute to quality improvement. That phenomenon can be characterized as the narrowing of the gap between the patient/consumer knowledge base regarding the nature, diagnosis, and treatment of specific diseases and disabilities, and the corresponding knowledge base of providers of care.
The patient/consumer knowledge base of disease has traditionally been a mix of fact, fiction, supposition, folklore, and frequently, personal experience. The provider knowledge base-at least in modem times-has been characterized more by a grounding in scientific principles and methodology, albeit with some fiction, supposition, and personal experience in that mix as well! For a given patient/consumer, the two knowledge bases are sometimes in reasonable congruence, but at other times, widely divergent. And when gaps occur, they are frequently intensified by the special &dquo;language&dquo; and terminology of professionals, i.e., an &dquo;itch&dquo; is &dquo;pruritus,&dquo; not an &dquo;itch&dquo;; clinicians detect &dquo;borborygmus,&dquo; while patients experience &dquo;stomach gurgles.&dquo;
The public and professionals, as part of that public, now have ready access, electronically, to the same sources of data, information, and understanding about disease. The positive effects on quality of reducing the gaps in knowledge bases are worth considering. A mutual understanding of the epidemiology of a chronic disease can clearly facilitate the promulgation and adoption of preventive measures. With reference to the age-old admonition &dquo;listen to the patient; he is giving you the diagnosis!&dquo; the diagnostic process can surely be aided by a shared understanding, vocabulary, and nomenclature. And common sense suggests that the smaller the gap in knowledge bases, the greater the likelihood of effective communication of treatment options, patient decision-making, and follow through with treatment.
Patients searching for information and understanding about their illnesses or disabilities is not a new phenomenon. It has long been customary to advise new practitioners to regularly scan Reader's Digest, or the Ladies Home Journal, for example, because their patients will be reading those publications and will confront them at a next office visit with information gleaned from such sources. But articles of this type are clearly written for a mass readership, and necessarily must generalize across the broad spectrum of the manifestations of a particular disease or condition. They may or may not help to reduce the gaps in knowledge bases. Electronically accessed sources of data, information, and education have quite a different potential. The sheer volume of information available, its organization, and the opportunities for query, networking, and interaction suggest that patients can now pursue knowledge and understanding of a particular condition to levels which could be commensurate with that of a given provider, or even exceed it. Such potential can be daunting to providers of care. &dquo;Special&dquo; knowledge and special terminology and vocabularies have long been characteristics of professionals of many types; they have been used to set those individuals apart from &dquo;laypersons.&dquo; But one must ask what purposes are served today by attempting to sequester knowledge, information, and understanding, even if that were possible. We believe that the maximum congruence between what the patient knows and understands, and what the doctor knows and understands can only enhance the quality of care. And it can help refocus the role of the physician as healer. In the preface of a recently published book by Bernard Lown, M.D. (1), the author underscores this opportunity in the following passage: &dquo;In moving words to his doctor, the essayist Anatole Broyard, shortly before his death from prostate cancer, wrote, I wouldn't demand a lot of my doctor's time. I just wish he would brood on my situation for perhaps five minutes, that he would give me his whole mind just once, be bonded with me for a brief space, survey my soul as well as my flesh to get at my illness, for each man is ill in his own way ... Just as he orders blood tests and bone scans of my body, I'd like my doctor to scan me, to grope for my spirit as well as my prostate. Without some such recognition, I am nothing but my illness.&dquo;
Reducing the gaps between doctor and patient, in the knowledge and understanding of the patient's illness, can foster that recognition; it can break down the barriers and open the doors to the healer role. Could we ask for greater privilege and opportunity than that?
